Compared with the general population, adults in contact with the criminal justice system have higher rates of mental and physical health problems. Such people include those under arrest, in prison, on license, or serving a community sentence. Most live in the community or serve short custodial sentences [1] , and will feature on the patient list of most general practices. Care for these people should be equivalent to that of people without a history of contact with the criminal justice system. There is little to suggest that, for most people, treatments that are effective in a non-criminal justice setting are not effective in the criminal justice setting.
Some of the most prevalent problems include substance misuse, personality disorder, depression, anxiety, respiratory disease, diabetes, and other chronic health conditions. Being held in prison is associated with increased suicide rates and high levels of mental health problems. People in contact with the criminal justice system should have the same access to NHS treatment as the general population at all stages. Lack of access to healthcare can exacerbate existing problems and affect reintegration to society and reduction of reoffending.
Good health helps increase stability in interpersonal relationships and finding a job or meaningful occupation, and so results in greater social stability. These factors reduce the likelihood of reoffending. Missed opportunities to manage health conditions while someone is in custody increases the risk of deterioration and requiring a higher level of treatment input once the person is discharged. 
Assessment and identification of active, chronic, or undiagnosed problems
In prison the first stage health assessment is a general health screen for health issues that will be relevant during the person's initial imprisonment (box 1). This process is to ensure that an assessment and first management steps of key health and lifestyle factors is done at include in an assessment and emphasise the importance of performing mental health assessments and of reviewing any available records.
• All practitioners carrying out a mental health assessment for people in contact with the criminal justice system should take into account the following: -The nature and severity of presenting mental health problems (including cognitive functioning) and their development and history -Coexisting mental health problems -Coexisting substance misuse problems (including novel psychoactive substances) -Coexisting physical health problems -Social and personal circumstances (including personal experience of trauma) -Social care, educational, and occupational needs -People's strengths -Available support networks (and a person's capacity to make use of them) -Previous care, support, and treatment, including how the person responded to these -Offending history and how this may interact with mental health problems.
[Based on the experience and opinion of the GC using a formal consensus method]
Communication, coordination, and care planning As with the general population, primary care services lead on coordination of care for those in the criminal justice system who are not serving custodial sentences, and this can follow usual processes. Primary care services should receive and share information required for the effective treatment of health conditions from and with healthcare staff caring for people within the criminal justice system.
• Develop a mental health plan of care in collaboration with the person and, when possible, their family, carers, and advocates. All practitioners developing the plan should ensure it is integrated with care plans from other services and includes: -A profile of the person's needs (including physical health needs), identifying agreed goals and the means to progress towards goals -Identification of the roles and responsibilities of those practitioners involved in delivering the plan -The implications of any mandated treatment programmes, post-release licences, and transfer between institutions or agencies, in particular release from prison -A clear strategy to access all identified interventions and services -Agreed outcome measures and timescale to evaluate and review the plan -A risk management and a crisis plan if developed 
Planning for release and transition
Transition between community and custody is a time where there is an increased risk of disruptions to treatment and a deterioration in health. Custodial healthcare teams need to keep community based primary care services involved throughout the process of planning for release or during transition, including sharing a care summary and post-release action plan.
On release from custody, responsibility for care will return to the person's primary care service. As with the general population, care planning and coordination require the input from a combination of health and social care services. What may be unique to supporting adults in contact with the criminal justice system is the nature of multidisciplinary collaborations across health, social care, and criminal justice services to address the care and management required.
• Carry out a pre-release health assessment for any person with complex needs. There are specific challenges to delivering healthcare to this population:
• Personal factors -Poor history of engaging with healthcare due to chaotic lifestyle and a lack of trust in services.
• Staff factors -Challenge of managing behaviours associated with disorders such as attention deficit hyperactivity disorder and autism spectrum disorders, acquired cognitive impairment, and chronic drug and alcohol misuse within an offending context -Lack of effective training for staff in the identification and support of health needs and complexity -Lack of understanding of how the criminal justice system works.
• Organisational factors -Difficulty in effective interagency cooperation across boundaries-for example, geographical boundaries in arranging transfer from one region to another or information sharing policies between different criminal justice services. The mental health of adults in contact with the criminal justice system guideline was produced by the National Guideline Alliance. The Guideline Committee (GC) comprised two forensic psychiatrists, two psychologists, a probation officer, two senior managers from a prison setting, a substance misuse practitioner/psychologist, a legal services representative, a transitions expert, a nurse, a primary care representative, a carer, two service users, a police officer, and a prison officer. The physical health of people in prison guideline was developed by the National Guideline Centre. The GC for this guideline comprised a former director of Offender Health, a prison governor, two prison GPs, a health protection specialist, a prison healthcare manager, a pharmaceutical adviser, a researcher, and two lay members.
Both guidelines were developed following standard NICE guideline methodology. [5] A scope was produced which specified what the guideline would and would not cover. The GC developed clinical questions and review protocols for each question, specifying the search strategy (for both clinical and economic evidence) and method of evidence synthesis. GRADE methodology [6] was used to critically appraise the quality of the outcomes for each included study. GRADE quality ratings relate to the quality of the available evidence for assessed outcomes rather than the quality of the clinical study. The cost effectiveness of proposed interventions was evaluated where possible. The GC agreed recommendations for clinical practice based on the available evidence. Research recommendations were also agreed in areas of limited evidence .For the mental health of adults in contact with the criminal justice system guideline, the GC also used informal consensus methods to agree recommendations, when evidence was not found. Formal consensus was via the modified nominal group technique [7] -chosen because of its suitability within the guideline development process.
The draft scope and draft guideline were subject to a rigorous reviewing process in which stakeholder organisations were invited to comment. All comments received were responded to individually, and the respective GCs took these comments into consideration when producing the final versions of the scope and guideline.
NICE will conduct a review after publication of the guidance, to determine whether or not the evidence base has progressed significantly enough to alter the current guideline recommendations and require an update.
Other details
Three different versions of these guidelines have been produced: a full version containing all the evidence, the process undertaken to develop the recommendations, and all the recommendations, known as the "full guideline"; a short version containing a list of all the recommendations, known as the "short guideline"; and a version on the information for patients product, known as the "information for the public guideline." All of these versions are available from the NICE website (URLs TO BE INSERTED)
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